INTRODUCTION
Several recent epidemiological studies have reported a significant rise in self-harm incidences within the United Kingdom. [1] [2] [3] [4] This is a worrying trend as a number of studies have shown self-harm to be a major risk factor to completed suicide. 1, 5, 6 In view of this, this high-risk group has become part of the main focus of the Government's national suicide prevention strategy. 7 The National Institute for Health and Care Excellence (NICE) defines self-harm as 'self-poisoning or self-injury, irrespective of the apparent purpose of the act' . 8, 9 They also state 'self-harm to be an expression of personal distress' and emphasise that it is not an 'illness'. 'Mind', a mental health charity, describe self-harm as a means of expressing what cannot be articulated and liken it to an 'inner scream', which helps people temporarily feel better able to cope. 10 There are many risk factors associated with self-harm but of particular relevance to dental practitioners and orthodontists is a recent study that found a link between There has been a reported increase in the incidence of self-harm within the United Kingdom. This is of great concern, as a number of studies have shown self-harm to be a major risk factor to completed suicide. However, the identification of selfharm provides an opportunity for support and treatment. Mental health is an area that often receives little attention in the undergraduate dental curriculum. Yet dental practitioners, as healthcare professionals, need to be vigilant for any risk factors or signs of mental illness among their patients and make appropriate onward referrals. The purpose of this article is to examine the current evidence and aspects of self-harm, particularly in young adults and adolescents that are relevant within a dental settling.
survey of 15-16-year-olds found that 13% had self-harmed at one point and just over half of these (7%) had done so in the previous year. 13 While a national study of adults found that approximately 5% of all respondents had self-harmed in the past.
14 A recent estimate of self-harm cases presenting to emergency departments in the UK was at 220,000 involving approximately 150,000 individuals in 2001. 1 From the published statistics, it is evident that selfharm is a common presentation at general hospitals and cause for acute admission.
A recent online self-selecting survey conducted by a number of charities found that of the 1,392 respondents (aged 9-18) more than half self-harmed a few times a week. 15 It was also seen that male respondents were less inclined to confide in anyone about their self-harm.
• Outlines associated risk factors and signs of self-harm.
• Stresses that dental professionals should refer self-harm cases on to the appropriately qualified professional. 
I N B R I E F

PRACTICE
TYPES OF SELF-HARM
Self-harm is broadly classified into two groups: self-injury and self-poisoning. Self-poisoning occurs more commonly than self-injury and is more likely to present in an emergency department than physical self-injury, [13] [14] [15] which can impact on selfharm statistics.
Self-cutting is the most common presentation of self-injury behaviour. 13, 16 Other ways of self-injury such as ingesting objects, hanging, burning with chemicals/ heat are not seen as commonly. Instruments such as broken glass, knives, and razor blades may be used to inflict self-injury. 8 Injuries vary in severity, some being very deep involving the fascia, tendons, blood vessels and nerves, however, the majority tend to be superficial and small. 8 Cases of oral self-harm have also been reported and injuries such as fingernail biting, gingival 'picking' and auto-extraction have been described. [17] [18] [19] Research indicates that those who self-poison are more likely to be adolescent females. 20 Commonly those that self-poison will take medication that is readily available to them such as a prescribed or over the counter medication (Table 1) . 21 
RISK FACTORS ASSOCIATED WITH SELF-HARM
A number of risk factors have been identified for self-harm.
Gender and age have already been highlighted, as risk factors, with a higher incidence of self-harm among young adults and adolescents and higher rates among females. 1 It has been suggested that this is due to males externalising problems and worries (that is, attributing things to external circumstances rather than self-blaming) whereas females tend to internalise these concerns. 22, 23 Socioeconomic deprivation, in particular lack of employment and poverty, have been shown to be associated with self-harm and recurrence of self-harm. 24 Marital status has also been found to be relevant with a higher incidence found among those who are separated or divorced. 25 Research findings also demonstrate an association with psychopathologies such as depression, schizophrenia and dissociative states as a result of severe family dysfunction. 26, 27 In addition, severe parental neglect, alienation, homelessness and severe peer conflict such as bullying and intimidation are important contributing factors to self-injury. 28 However, the presence of self-harm behaviour does not mean that one necessarily has a psychiatric illness or is experiencing severe social problems. Situational factors such as adverse life events can in a vulnerable individual trigger self-injury. A longitudinal study showed following the death of princess Diana deliberate self-harm rates rose significantly to just over 44% in the week following her death. Inspection of clinical notes of these patients revealed that the loss of a public figure intensified the impact of their losses and general distress. 29 It should also be mentioned that rarely self-harm may occur unknowingly, in particular those with conditions such as Lesch-Nyhan syndrome, autism, congenital insensitivity to pain with anhidrosis and learning difficulties. Therefore the term selfinjurious behaviour in this cohort of patients is more appropriate, which includes head banging and nail biting. 
SELF-HARM IN A DENTAL SETTING
There are no statistics available for cases of self-harm presenting in a dental setting. However, as healthcare professionals, dental practitioners, therapists, nursing and other support staff should be vigilant for any of the above risk factors for self-harm combined with any clinical findings. It is important to recognise the key signs that may indicate self-harm behaviour. It is also vital for the entire dental team to be involved in managing patients who self-harm as quite often patients tend to have a good rapport and may on occasion find it easier to reveal more to nursing and support staff.
Evidence of self-harm may be an incidental finding or a patient may purposely display signs of injury or admit to taking excessive amounts of medication as a way of seeking help. Orthodontists in particular may be likely to have a significant rapport with their teenage patients due to the nature and length of treatment and may be someone a patient feels able to confide in. Table 2 details some of the signs that a dental practitioner might see that indicate a person is self-harming.
MANAGEMENT OF SELF-HARM
Successful management of self-harm is dependent upon developing a good trusting relationship with the patient. Therefore the use of screening questionnaire such as those used for anxiety and depression especially for initial conversations will not be appropriate. The NICE guidelines 8, 9 describe best practice in managing self-harm (Table 3) . They emphasise the importance of appropriate training in order to deal effectively and safely with these patients. In general, dental professionals do not have expertise in this area therefore onward referral for appropriate management is essential. Having noticed the possibility of self-harm the difficulty for the dental practitioner is in finding the best way of discussing it with the patient and making an acceptable onward referral. It is not recommended that dental 
WHAT TO DO?
With an acute presentation of self-harm in a dental setting, where injuries are recent and require medical attention to achieve haemostasis and prevent infection, patients should be sent, accompanied to their nearest accident and emergency department for assessment and treatment. It would be up to the dentist to decide who should accompany the patient to the accident and emergency department based on what is expedient, safe and acceptable for the patient. Similarly with evidence of self-poisoning patients should be sent, accompanied, immediately to hospital or an ambulance should be called in order that necessary treatment can be instigated. At hospital, an individual needs and risk assessment that will include a psychiatric, psychological and social assessment can be carried out to help determine a management strategy.
It is more likely that dental professionals will see evidence of historic injuries, particularly on the forearms. In this context, the dental practitioner's role is to offer a respectful and sensitive conversation about self-harm with the patient in the presence of another member of staff such as a nurse or another clinician. The dental practitioner will want to provide an opportunity for the patient to talk about the problem but then to refer the patient on to more appropriate services. It is important to ensure a quiet area is chosen for this discussion where there will be no interruptions and one could not be overheard. Dental practitioners should ask whether a patient would prefer to discuss this on their own or with a parent present. Young patients should be encouraged to share their distress and self-harming behaviours with their parents. Informing their general medical practitioner is important and consideration should be given to whether there is a need to also inform social services.
If the young person chooses to be seen alone, the dental practitioner should inform the patient at the start that everything the young person tells them is confidential, however, if the young person tells them something that makes them worried that they may be at risk of serious harm, they may need to inform other professionals or a parent/caregiver. The dental practitioner can reassure the young person that they would always inform the young person that they are doing this beforehand.
Admittedly, it is likely to be difficult for dental professionals to start discussions based around potential self-harm and a suggested approach may be:
'As a dental practitioner treating lots of teenagers' teeth I have noticed several with scars on their arms. I see that you have some scars and I feel I have a responsibility as a health professional to ask you just a little about them and check if you are getting any help…'
It may be that the situation is now under control and these are historic injuries. The patient may now be or may have been under the care of mental health professionals. It is important to inform the general medical practitioner who can then make a referral to Child and Adolescent Mental Health Services (CAMHS) if necessary.
If a patient declines the invitation to discuss the self-harm, the dental practitioner should encourage them to discuss it with their general medical practitioner or a trusted teacher, colleague, adult relative or friend instead. Dental practitioners should also ask the patient's permission to contact the general medical practitioner and consider whether a social services referral is needed. Table 4 summarises some of the key factors to note in the clinical records. Referrals should include points three to six in the table and any other relevant information the dental professional may consider as important.
A child (aged under 16) or young person (aged 16-17) not giving consent to make a referral, communicate information to their general medical practitioner or involve their parents presents a difficult dilemma; whether to respect the patients confidentiality or not. It is very important to consider their ability to make this decision, which involves complicated ethical and legal issues such as Gillick competence, 30 capacity, safeguarding of children and risk. Dental practitioners are obliged to follow the Department of Health's Reference guide to consent for examination or treatment 31 and the Department of Education's Working together to safeguard children guidance. 32 The General Dental Council's guidance, Standards for the dental team states: 'In exceptional circumstances, you may be justified in releasing confidential patient information without their consent if doing so is in the best interests of the public or the patient. This could happen if a patient puts their own safety or that of others at serious risk…'
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At a more practical level these issues are often beyond the knowledge and experience of most dental practitioners. Thus the best course of action is to seek advice. Dental practitioners can contact their Local Children's Safeguarding Lead to discuss the situation without revealing the patient's identity in order to get advice on whether to pass on information without the child or young person's consent. Safeguarding services are run by the local borough and contact numbers are easy to find on the local authority website. Professional indemnity bodies will also provide advice for dental practitioners on whether or not they should break patient confidentiality and inform a patient's general medical practitioner. 34 Dental practitioners can also suggest the various charities and support groups listed in the next section and give the patient the Royal College of Psychiatrist's self-harm leaflet.
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SELF-HARM AND THE RISK OF SUICIDE
Self-harm is often incorrectly considered as a suicide attempt in itself, 8, 36 however, it is a risk factor for suicide.
Some people who self-harm may attempt suicide and the risk of suicide is highest within the first 6 months of a self-harm episode. 36 It has also been reported that as the rate of self-harm episodes increase, the risk of suicide also increases, with a 1.7% increase after 5 years, which almost doubles to 3.0% in 15 years. 28 It has also been reported that after 1 year between 0.5%-2% of people who self-harm will have committed suicide. 5 Suicidal feelings are believed to be due to the underlying reasons for self-harm rather than due to the self-harm itself. Although a variety of risk factors may be associated with self-harm, chronic factors or factors that are persistent such as underlying psychopathologies, intense Fig. 1 The orange ribbon is worn on selfinjury awareness day in support of those who self-harm 41 peer and family conflict are most often the causes of continued and repetitive self-harm activity. This can intensify and lead to risk of eventual suicide attempts or completed suicide.
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SUPPORT FOR SELF-HARM
There are numerous mental health charities such as Young Minds, 37 Mind, 10 the National Self Harm Network 38 and SANE 39 who have comprehensive websites, publications and helplines with further information on recognising and dealing with self-harm.
Self-injury awareness day (SIAD) occurs globally on 1 March each year during which awareness agencies and the media 40 attempt to educate and improve understanding of self-harm among the public and healthcare professionals. An orange awareness ribbon is worn on this day (Fig. 1 ).
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CONCLUSION
The purpose of this paper is to highlight the condition of self-harm to dental professionals. An understanding of the associated risk factors and signs of selfharm allows dental professionals to be more vigilant. This awareness may one day enable them to help an individual in need.
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